characteristic localisation pattern. Unspecific colitis was defined as colitis lacking any of the above mentioned criteria for Crohn's disease or ulcerative colitis. Furthermore infectious causes have been excluded. As well as small bowel radiography examination and coloileoscopy, routine laboratory parameters, orosomucoid, serum at,-AT and clinical indices (CDAI, AI, Truelove index)"'-" were evaluated in all patients. Alpha-1-antitrypsin stool concentration could be measured in 36 patients. Because of unreliable stool collection in two cases only 34 patients were available for clearance determination. In 27 patients the percentage of faecal excretion of "'In-labelled autologous granulocytes could be studied simultaneously. All stool and blood collections were done on the same day. Faecal excretion of "''In and ai-AT were measured in identical stool samples. All other investigations such as radiographic and endoscopy were carried out within eight days.
Patients with chronic inflammatory bowel diseases were classified as 'active' if the following criteria were fulfilled: for all cases of chronic inflammatory bowel diseases histologically diagnosed acute bowel inflammation; additionally for Crohn's disease CDAI>150 and/or activity index van Hees>100; for ulcerative colitis 'severe' or 'moderately severe' according to the Truelove index;'4 and for unspecific colitis clinical signs and laboratory parameters indicating acute inflammation.
In addition four patients with Crohn's disease could be studied twice at different states of their disease. Twenty . 4 ). These findings bowel diseases Inactive Active 
were independent of the actual inflammatory activity. These two groups did not differ from each other if their a,-AT serum or stool concentrations were compared (Table , Fig. 4) .
The percentage faecal excretion of "'In labelled granulocytes was significantly (a<0(00l) raised in patients with active inflammatory bowel disease compared with patients with inactive disease or noninflammatory bowel diseases (Table, Fig. 5 ). All but one 'active' patient excreted more than 4% (Fig. 5) . There was a good correlation between the percentage faecal excretion and ESR (r=0(62, p<0()(l), serum albumin (r= -0-44, p<0.001 ), orosomucoid (r=0.51, p<0.01), serum a,-AT (r=0(63, p<0l001) and activity index van Hees (r=0 65, p<0001), but no statistically significant correlation with a,-AT stool concentration or a,-AT clearance. nf . -*-Serial studies were possible in 4 patients with Crohn's disease (Fig. 6) . Two of them (RK, StCh) showed a decrease of disease activity, one patient (El) was stable and another one (MB) developed intestinal fistulae (Fig. 6) (StCh, MB, Fig. 6 ).
Discussion
In accordance with previously published data"s serum a,-AT was significantly raised in patients suffering from chronic inflammatory bowel diseases compared with patients with non-inflammatory bowel diseases or normal controls (Table, Fig. 1 Alpha-1-antitrypsin clearance was significantly higher in our patients with chronic inflammatory bowel diseases but contrary to Karbach and Bernierl' an unequivocal overlap with our controls was evident (Fig. 3) . Alpha-1-antitrypsin clearance of our patients was quite similar to their patient data whereas our normal controls showed distinctly higher values. Neither faecal ct,-AT nor a,-AT clearance correlated with ESR, serum albumin, serum,at1-AT, orosomucoid, clinical indices or sites and extent of inflammation as diagnosed by radiological and endoscopical findings. This is contrary to Florent et alt who found a linear relationship between a,-AT clearance and CDAI or serum albumin, but in accordance with Karbach`and Thomas 9 who also failed to prove a correlation between intestinal protein loss and extent or localisation of inflammation or severity of disease.
As with the patients of Karbach our patients with prior resections had, independent of their actual disease activity, a higher a,-AT clearance than patients without surgical treatment in their history (Fig. 4) . This may be due to copious diarrhoea after extensive previous resections in some patients. We therefore found a tendency towards a higher clearance if large bowel segments had been resected.
Measurement of faecal a,-AT alone was not distinctive between resected and unresected patients with chronic inflammatory bowel diseases (Fig. 4) . 
